Introduction
The use of inpatient hospital services increases significantly with age. The prevalence of chronic conditions and the incidence of serious illness rise with advancing years, resulting in more frequent episodes of hospital care for the aged population. This is especially true in the last year or two of life when a final illness so often requires one or more hospital stays.
The need for more hospital care as age increases, the reduced income that accompanies retirement from the labor force, and the relatively low level of health insurance coverage held by the aged were the compelling issues that brought about the enactment of the Medicare law. 1 With the passage of the Medicare program, and its companion program Medicaid, public concern focused on anticipated demand for health care services from those who would be newly entitled to publicly-financed services. Some believed demand for physicians' services and hospital care would increase so significantly as to place a serious strain on the ability of the health care system to deliver care. In contrast to this concern, Klarman has noted that there appeared to 1 Prior to Medicare the percentage of the aged with any hospital insurance coverage (estimated at 56 percent in 1963) was lower than all other age groups (see Andersen et al, 1976) .
be an absence of concern in 1965-the year the Medicare and Medicaid legislation was passed-that price or unit cost of health care services might increase significantly or concern about the effect of the retrospective cost-based method adopted for reimbursement. (Klarman, 1966) . It is near-legendary now that it was costs-rather than patient demand as measured by the number of physician office visits or hospital days of care-that spiraled the first year these programs were implemented and for several years to follow. Program expenditures were far beyond those anticipated, shifting the focus of governmental health policy concerns away from a national program to an overriding need to contain costs.
The dramatic rise in health care costs in the decade following the implementation of Medicare and Medicaid has been analyzed in many studies. Several different factors in the health care system have been identified with the increase in costs: the rise in wages and price levels in the health care industry (Gaus and Cooper, 1977) ; increases in the intensity of use of certain customary services such as laboratory tests (Scitovsky, 1977) ; the development of new and costly medical technologies such as open-heart surgery and computerized tomography scanners (Inglehart, 1977) ; changes in the organization of care such as the growth of intensive care units in hospitals and increases in personnel; and the growth of institutions for long-term care. What gave impetus to these costly changes? Factors often cited are the increase in third party payment, which removed the individual from the direct consequences of the costs of services, the response of the health care providers
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to reimbursement methods which offered financial incentives to increase medical care spending, and the rising expectations in the nation with regard to health care services.
In the search for solutions to contain costs, every aspect of the health care system came under scrutiny. A series of initiatives were undertaken to test new methods for paying providers of care, with the primary goal of containing hospital budgets and capital growth. The reimbursement methods tested included incentive reimbursement schemes (sharing the savings of reduced costs) and prospective reimbursement mechanisms. Several States instituted hospital rate review programs with the underlying goal of controlling the amount of future reimbursement to which hospitals would be entitled. To control hospital utilization, the Congress established the Professional Standards Review Organization (PSRO) program to review the care received by all federally-funded patients to ensure the economy, efficiency, and quality of care delivered. A major emphasis of the PSRO program was to eliminate unnecessary hospital days of care by reviewing utilization while the patient was in the hospital (concurrent review). With regard to surgery, experiments were designed to test the value of a second opinion on reducing unnecessary elective surgeries. The government also encouraged the growth of Health Maintenance Organizations (HMOs) as a way of promoting the use of preventive services and decreasing the need for costly hospital care. To control the development of health care resources, the Congress established a network of Health Systems Agencies (HSAs) with the responsibility of overseeing area-wide health planning and resource development. The HSAs were authorized to review and approve hospital capital outlays in excess of $100,000 to stem the growth of costly medical technology, and to approve changes in bed supply and services.
Not without reason, the major efforts to contain health care costs focused on acute care hospital inpatient services. Of the total expenditures made in the U.S. for health care services, hospital services account for the largest part (40 percent in 1980) . For several years following the implementation of Medicare and Medicaid, expenditures for hospital services rose faster than all other types of health care services. The acute-care hospital also was the site of many of the new and costly technological innovations as well as the provider of an increasing intensity of services. The issue of spiraling hospital costs took on a special significance with regard to the Medicare population aged 65 years and over-who comprise about 11 percent of the total population in the U.S. but account for about 30 percent of total hospital expenditures. In recent years, Medicare reimbursements for the aged for acute care hospital inpatient services have accounted for more than 65 percent of total Medicare reimbursements. In addition, reimbursements for physicians' services that are performed for inpatients in the acute-care hospital account for at least 50 percent of all Medicare reimbursements to physicians. Taken together, Medicare benefits for services provided in the acute-care hospital setting account for approximately 75 percent of total Medicare outlays for the aged. Thus, assurance of the efficiency of the delivery of hospital services is of primary importance to the Medicare program.
As hospital utilization statistics became available to the central administration of the Medicare program, one aspect of hospital use that was puzzling to those concerned with the program was the large differences found in the four U.S. census regions in average length of stay. Medicare beneficiaries hospitalized in the Northeast region generally stayed several days longer than patients with the same diagnosis in the West. There were also consistent regional variations in the rate of hospitalization although not as large as the differences found in length of stay. The number of hospital stays per 1,000 persons enrolled in Medicare was higher year after year in the South and North Central regions compared to the West and Northeast regions. These regional variations in use give rise to a number of concerns: To what extent does the admission of patients or duration of stay depend upon the needs of the population or upon the area's customary practice of medicine? What are the factors in the regions influencing these variations? What impact do these variations have on cost? Concern about regional differences also centers on quality and appropriateness of care. Differences in the rate of certain procedures, especially surgical services, raise the question as to whether or not higher rates of surgery in certain areas reflect some instances of unnecessary surgery.
Although the patterns relating to geographic variations in hospital use by Medicare beneficiaries have been relatively unchanged over time, there have been new and important trends nationwide that also stimulate concern. On the one hand (beginning in 1969) the average length of stay has been declining nearly everywhere. On the other hand (beginning in 1972) there has been an increasing number of hospital stays per 1,000 Medicare enrollees in nearly every part of the country.
The purpose of this chapter is to trace the use of inpatient hospital services by Medicare beneficiaries aged 65 years and over. First, the chapter covers national trends in the rate of hospitalization and in average length of stay, endeavoring to answer these questions: Do the changes in the rate of hospitalization reflect changes in the composition of the population? Are the trends in hospital use observed for Medicare beneficiaries also found in the population under 65 years of age? What are some of the factors behind the trends in hospital use? Secondly, the chapter focuses on regional variations. It looks at single factors that might explain regional differences and then provides a multi-variate analysis of selected factors generally considered to influence patterns of hospital use. The chapter ends with a discussion of regional differences in Medicare reimbursements and relates these differences to regional differences in hospital use.
The impact of the many programs undertaken to control utilization and costs very likely affected some aspects of Medicare hospital use. However, knowledge gained about the impact of these programs is not easily summarized and will not be attempted here.
For ease of discussion, the chapter omits the hospital experience of Medicare enrollees under age 65-disabled persons receiving cash benefits under the Social Security law and persons entitled to Medicare because of End-Stage Renal Disease. It is known, however, that hospital trends and regional variations that exist for the aged population (who comprise about 90 percent of all Medicare enrollees) are largely the same for the disabled population under Medicare (who comprise the remaining 10 percent of Medicare enrollees).
Most of the information presented in this chapter is derived from the Medicare administrative record keeping system, which provides a rich source of data to describe national trends and to measure regional variations in the rate of hospital use. However, information on several important variables-such as need, access to care, health status and outcome of care-is largely unavailable from the usual flow of data to correlate with hospital use. Nor is detailed information available on the use and costs of ancillary services in the hospital to analyze national trends or regional differences in intensity or diffusion of medical technology. As the final section of this chapter shows, Medicare reimbursements per enrollee are not necessarily highest where the number of days of care per enrollee are highest or, conversely, lowest where days of care are lowest. Thus, there is very little knowledge of the important variables needed to interpret whether or not the observed trends in hospital use are beneficial to health status or whether or not certain regional patterns of use are to be preferred over other patterns with regard to health or cost-efficiency.
Before proceeding with the major subjects of this chapter, the next section covers background material in two areas: an overview of Medicare program coverage and expenditures; and the sources of the data discussed in this chapter.
Medicare Program Coverage and Expenditures Coverage
The Medicare program has two parts. Hospital Insurance (Part A) covers 90 days of inpatient hospital care in a benefit period-which begins with the first day of hospitalization and ends when the beneficiary has not been an inpatient in a hospital or skilled nursing facility (SNF) for 60 continuous days. There is no limit to the number of benefit periods an individual may use. The program also provides a one-time reserve of 60 days to use if the beneficiary exhausts the 90 days available in a benefit period. In addition to inpatient hospital care, Part A covers up to 100 post-hospital days in an SNF if the beneficiary is certified to require such care. Part A also covers home health agency visits. Of the nation's aged population, 95-97 percent are covered by Part A. On July 1, 1966 , as the Medicare program became operational, there were 19.1 million persons enrolled in Part A. By January 1, 1980 , the number of aged persons in Part A had increased to 24.9 million.
Nearly everyone covered by Part A voluntarily enrolls or is enrolled through Medicaid State "buy-in" agreements in the Supplementary Medical Insurance (Part B) Program which provides payments for physicians and related services and supplies ordered by the physician. Part B also covers out-patient hospital services and home health visits. Several health care services that the aged generally use on a continuing basis such as drugs, dental care, routine eye examinations and preventive services are not covered by Medicare. Long-term institutional services are not covered either.
To hold down program costs and to deter over-utilization, the Medicare program requires beneficiary cost-sharing. Under Part A, in each benefit period the patient is required to pay an inpatient hospital deductible that approximates the cost of one day of hospital care. Coinsurance based on the inpatient hospital deductible is required for the 61st-90th day of inpatient hospital care (always equal to ¼ of the deductible), for the 21st-100th day of skilled nursing facility care ( of the deductible), and for the 60 life-time reserve days (½ of the deductible). The patient is also liable for the cost (or replacement) of the first three pints of blood.
Under Part B, in addition to requiring a monthly premium, the beneficiary must meet a $75 deductible each year. On each claim for payment, physicians can accept or reject assignment. Acceptance of assignment means that the physician agrees to accept as full payment the amount Medicare allows for the service. The program reimburses 80 percent of allowed charges. Beneficiaries are liable for the remaining 20 percent (coinsurance) of allowed charges as well as the difference between the physician's charge and the allowed charge on unassigned claims.
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It is important to observe that in addition to the beneficiaries with Medicaid coverage (11 to 13 percent of enrollees) who are relieved of cost-sharing, the majority of the remaining Medicare beneficiaries have purchased private health insurance (Medigap) policies to supplement Medicare. These policies generally pay some or all of the deductible and coinsurance that the beneficiaries would have had to pay out-of-pocket without them.
Two separate trust funds exist to pay the benefits and administrative expenses. The Part A trust fund is financed primarily through a tax on current earnings from employment covered under the Social Security Act. The Part B trust fund is financed through premiums paid by or on behalf of persons enrolled in the program and by the federal government from general revenues. accounted for only about 10 percent and the blood deductible only 1-3 percent. Any remaining liability was due to noncovered charges such as telephone and TV charges.
Expenditures
3
Sources of the Data
Utilization data that follow are derived primarily from information in the Medicare Statistical System (MSS). This system was designed and already in place when the Medicare program began to operate on July 1, 1966 , and has been in continual operation for 15 years. The MSS is based upon claims that are submitted throughout the nation to Medicare fiscal intermediaries and carriers for payment. The hospital claim contains billing and medical information including the patient's Medicare identification (ID) number, the dates of admission and discharge, hospital charges, the principal discharge diagnosis and other diagnoses, and major procedures performed. After processing, records of all claims are sent to the central office for administrative purposes, although diagnostic and surgical information is transmitted for only a 20 percent sample.
The MSS also depends upon two major files that can be linked to the bill files. The first is the master enrollment file maintained in the central office for all persons who apply and are eligible to receive Medicare benefits. For each enrollee, the file contains the enrollee's unique identification number, demographic and other information including age, sex, race, state and county of residence, type of entitlement, and, if deceased, date of death. The other major file is the Provider of Service file which contains information for each hospital, SNF, home health agency, laboratory, and other providers certified to participate in Medicare. The information maintained for hospitals includes a unique hospital ID number, bed size type of control, teaching status, and state and county where the hospital is located.
Data from all three files are linked using the ID number of the patient and the ID number of the hospital to form a single hospital-stay record. Each stay record has fields that contain the demographic characteristics of the patient, the characteristics of the hospital, and charge and medical information from the claims file.
Because of the unique ID number of the beneficiary, records can be linked in many different ways for a broad array of files for special statistical and research activities. Of primary importance, because enrollment information is maintained centrally, utilization rates can be generated by demographic characteristics of the beneficiaries and by area of residence. Unless otherwise indicated, the data that follow are derived from the MSS files. Because several different files from the MSS have been used, trend data are sometimes shown through different time periods, depending upon either availability or completeness of the data file used. One final comment should be made about the organization of the files. Annual rates of hospitalization for a specific year can be generated by aggregating all records of hospital stays in which the admission occurred between January 1 and December 31 of the reference year. This procedure allows the development of admission rates. Alternatively, all records can be aggregated in which the hospital discharge occurred between January 1 and December 31 of the reference year, thereby permitting the development of discharge rates. Either way produces similar trend data. The MSS generally uses the discharge date for aggregating records and hence the discussion that follows focuses on discharge rates rather than admission rates.
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This section covers national trends in the discharge rate, average length of stay, and the days of care rate. These utilization measures are presented from the first full year of the program, 1967, through 1977. 
Trends in the Discharge Rate
In 1967, the discharge rate was 259 discharges per 1,000 aged persons enrolled in Medicare. This rate was estimated to be 5-7 percent greater than the discharge rate for the population 65 years of age and over in the year before Medicare began (Pettengill) . The rate increased again the next two years, reaching 295 discharges per 1,000 enrollees in 1969 and remained at about that level for the next two years. The increase in the rate of hospitalization that occurred with the implementation of the Medicare program was thought to be due primarily to satisfying unmet needs that the aged had accumulated when so many of them were without hospital insurance. But in 1972, the discharge rate began to rise again and has been climbing slowly ever since, as Figure 1 shows, reaching 335 discharges per 1,000 enrollees by 1977.
Is the upward trend in the rate of hospitalization accounted for by changes in the distribution of the enrolled population by age, sex, or race? Traditionally, age has been a very significant factor in the rate of hospitalization. During the period 1967-77, the discharge rate for persons 85 years and over has been approximately 75-85 percent higher than the rate for persons in the age group 65-66 years. Sex and race are also factors that are related to the rate of hospitalization. The rate for men enrolled in Medicare has averaged about 15 percent more than the rate for women. The rate for white persons has also averaged more than the rate for persons of all other races although the difference has diminished significantly. In 1967, the rate for white persons was 40 percent greater; by 1977 the difference declined to 20 percent.
Analysis of the distribution of the Medicare population by age, sex, and race shows that it shifted somewhat during the period 1967-77. The proportion of older beneficiaries and the proportion of women increased. In 1967, 37.8 percent of the population was over 75 years of age; in 1977 the percentage was 40.4. The proportion of women rose from 57.7 percent in 1967 to 59.4 percent in 1977.
To determine if shifts in the composition of the population significantly affected the rise in the discharge rate, the 1977 discharge rate was standardized (by the Direct Method) using 1977 age-sex-race specific discharge rates with the 1967 distribution of enrollees by age, sex, and race. This calculation had only a minimal effect, adjusting the crude rate in 1977 from 335.1 discharges per 1,000 population to 332.3. 4 Figure 2 shows the age, sex, and race specific discharge rates for 1967 and 1977 and reveals that the discharge rate rose for men and women, for white and non-white persons-in all age groups. The increase for non-white men and non-white women has been greater than the increase for white men and women. Thus, the rise in the discharge rate does not reflect changes in the composition of the population but rather reflects an increase in the discharge rate for all population subgroups. Does the rise in the hospital discharge rate reflect beneficial or detrimental practices? The increase in hospitalization could reflect the growth of undesirable patterns of care such as the use of institutional services that could otherwise be provided on an outpatient basis. The increase in hospitalization might also reflect the provision of unnecessary medical or surgical services. Alternatively, the increase in the rate of inpatient stays could reflect desirable patterns of care. Perhaps persons who are chronically or terminally ill (that is, stroke patients)-and who formerly stayed in the hospital after an acute illness for a long period of time or until death-are now more frequently discharged if their condition stabilizes; perhaps they are then readmitted if they became acutely ill again. Such cases would cause an increase in the discharge rate but a decrease in the number of days of care. Or the rise in the discharge rate might reflect, in part, increased admissions for new life-saving and life-enhancing services, such as the insertion or replacement of a pacemaker, which would then help explain the widely reported decline in deaths due to heart disease and stroke that occurred in the past decade. The question about whether the increased hospitalization has generally been beneficial or detrimental has not been resolved, but certain aspects of the increase can be analyzed. Are a higher proportion of beneficiaries being hospitalized? Is the readmission rate increasing? Are the trends experienced by the Medicare population also found for the population under 65 years of age? Of those who die during the year is the place of death more frequently in the hospital, compared with earlier years? Does the increase in the discharge rate reflect more medical or surgical cases? These questions are examined next. 
Impact of Changes in the User Rate and Multiple Stay Rate
The discharge rate for a specific year depends upon two variables: The proportion of the population that is hospitalized during the year (called the user rate) and the average number of hospital stays per user per year (called the multiple stay rate). The discharge rate will increase over time if either the user rate or the multiple stay rate rises, or if both rise.
During the period 1967-77, the discharge rate increased from 259.3 discharges per 1,000 enrollees to 335.1 discharges per 1,000 enrollees. This was an increase of 75.8 discharges per 1,000 enrollees for that period. As shown in Table 3 , both the user rate and the multiple stay rate rose. The user rate increased from 187.2 persons hospitalized per 1,000 enrolled in 1967 to 226.0 in 1977, or 21 percent. The multiple stay rate increased from an average of 1.38 hospital stays per user in 1967 to 1.48 in 1977, or 7 percent. Of the total increase in the discharge rate (75.8 discharges per 1,000) the upward trend in the user rate was responsible for 70 percent of the increase, as shown in Table 3 , and the upward trend in the multiple stay rate was responsible for 25 percent. The joint effect of changes in both variables was responsible for the remaining increase of 5 percent. Thus, the increase in the user rate contributed nearly three times as heavily as the increase in the multiple stay rate.
The proportion of the Medicare population hospitalized in 1977 was higher in all age groups compared to 1967. The proportion hospitalized in the age group 65-74 years rose from 16 percent in 1967 to 19 percent in 1977; for persons aged 75-79 years the proportion rose from 21 percent to 25 percent; for persons aged 80-84 years the proportion rose from 24 percent to 28 percent, and for the oldest age group, persons 85 years and over, the proportion rose from 27 percent to 31 percent. Thus, there was a tendency toward hospitalizing more of the Medicare population in all age groups.
The rise in the multiple stay rate from 1.38 to 1.48 reflects the fact that in 1967 of all those hospitalized during the year, 75 percent had only one hospital episode while the remaining 25 percent were readmitted one or more times during the year. By 1977 the proportion of those hospitalized during the year with only one stay decreased to 69 percent while the proportion who were readmitted one or more times that year increased to 31 percent. 
Comparison of Trends for the Population Under Age 65
The National Center for Health Statistics (NCHS) gathers data from the Hospital Discharge Survey (HDS) and from the Health Interview Survey (HIS) on hospital utilization for the entire population in the U.S. Data from the HDS indicates that the discharge rate rose more for the population age 65 years and over during the period 1967-77 than it did for younger age groups. For persons in the age group 15-44 years, the discharge rate was nearly the same in 1977 as it was in 1967 (162 discharges per 1,000 in 1967 and 160 in 1977) . For persons under 15 years of age, the rate was also nearly the same (75 discharges per 1,000 in 1967 and 73 discharges per 1,000 in 1977). For persons 45-64 years of age, there was a substantial rise, the rate increasing 23 percent from 161 discharges per 1,000 population in 1967 to 198 in 1977. But for the population aged 65 years and over, NCHS data showed an increase of 30 percent, the rate rising from 289 discharges per 1,000 in 1967 to 374 in 1977. Thus, NCHS data indicates that persons 65 years of age and over experienced increases in the hospital discharge rate between 1967 and 1977 that exceeded other population subgroups in the U.S.
Changes in Mortality and Deaths in the Hospital
Does the increase in the discharge rate for the aged population reflect changing mortality rates or in the place where death occurs? If more persons are dying in the hospital who in earlier time periods might have died at home or elsewhere that would explain some of the increase in the hospital discharge rate. Earlier it was noted that the Medicare population is aging, with a higher proportion of enrollees 75 years of age and over in 1977 compared to the year Medicare began. The data indicate, however-and consistent with the downward trend in mortality from heart and stroke-that the death rate for persons enrolled in Part A fell from 56.3 deaths per 1,000 enrollees in 1967 to 52.9 deaths per 1,000 in 1977. Of the deaths, about 43 percent occurred in a short-stay hospital in both 1967 and 1977. Thus, the death rate has not increased nor was the short-stay hospital any more frequently the place of death in 1977 than it was in 1967 to help account for the rise in the hospital discharge rate.
Growth in Medical and Surgical Discharges
The rise in the discharge rate for Medicare beneficiaries reflects a rise in the rate of both medical and surgical cases. The rate of discharges with surgery increased from 82.6 discharges per 1,000 enrollees in 1967 to 112.7 in 1977, reflecting an increase of 36 percent.
Correspondingly, discharges without surgery rose from a total of 176.7 discharges per 1,000 in 1967 to 222.4 in 1977, representing a 26 percent increase (Table 4) . It is of interest to inquire what types of diagnostic and surgical cases increased.
First, it is important to note that a series of studies were conducted by the National Academy of Sciences, Institute of Medicine, to assess the reliability of diagnostic and surgical data in the Medicare Statistical System, in four private abstracting services, and in the Hospital Discharge Survey conducted by the National Center for Health Statistics. In each of these studies patients' medical records were reabstracted by an Institute of Medicine field team and compared with data from the statistical system under study. Significant discrepancy rates were reported for all the systems studied. The discrepancies were attributed less to errors in coding than to the selection of the principal discharge diagnosis and procedure, especially in cases in which the patient had multiple diagnoses (Institute of Medicine, 1977 Medicine, , 1980 .
In addition to problems revealed about the reliability of abstracted data there are other problems that add to the difficulty of analyzing changes in case mix. One problem arises from using sample data. Another comes from the periodic revisions in classification schemes, which make it difficult to analyze changes in hospital rates for specific conditions across time periods in which a revision occurred. 
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In recent years, new sources of error were introduced into Medicare's diagnostic and surgical data through changes in the way billing information was transmitted and processed. Unexpectedly, one of the changes that had a major impact on reducing the quality of Medicare's diagnostic and surgical data was an increased use of electronic data processing throughout the collection process-that is, at the hospital, at the intermediary, and at the central office-without the proper edits and quality control procedures. As a result, it is difficult to use Medicare data to analyze changes over time in the discharge rate for specific diagnostic or surgical conditions. Currently, a large effort is underway to evaluate the different methods used in transmitting diagnostic and surgical information to the Medicare Statistical System and to improve and monitor the data as it enters the Medicare Statistical System.
Because of the problems in Medicare data cited above, data from the Hospital Discharge Survey conducted by the National Center for Health Statistics were used to analyze changes over time in hospital discharge rates for specific diagnostic and surgical categories. Considering the high discrepancy rates found by the Institute of Medicine with regard to diagnostic and surgical data in every system studied, data provided next by diagnosis or surgical procedure should be viewed with caution.
For the period 1970-77, data from the Hospital Discharge Survey indicated that discharges for persons 65 years and over increased from 306.8 discharges per 1,000 persons in 1970 to 374.4 discharges per 1,000 in 1977. This was an increase of 22 percent or an additional 67.6 discharges per 1,000 persons. Table 5 shows the diagnostic categories that accounted for the greatest increases in the number of discharges per 1,000 persons. The categories listed account for 59.5 discharges out of the additional 67.6 discharges per 1,000 persons in 1977. In the forefront of diagnostic categories with the greatest increases in discharges were those classified as Diseases of the Circulatory System. They accounted for an additional 22.7 discharges per 1,000 persons or 33.4 percent of the total additional discharges in 1977. The next highest category was Malignant Neoplasms which accounted for 8.9 additional discharges in 1977 or 13.3 percent of the increase in 1977. Two specific diagnoses in themselves, Cataract and Chronic Ischemic Heart Disease were responsible for 4.3 percent and 5.0 percent respectively of the additional discharges in 1977. Thus, NCHS data indicate that increases in hospital treatment for diseases of the circulatory system played the major role in the rise in the discharge rate. Such cases accounted for one-third of the rise in the discharge rate between 1970 and 1977. The surgical data indicate that insertion or replacement of an electronic heart device accounted for nearly 10 percent of the additional surgeries. 
Trends in Average Length of Stay
In contrast to the rising discharge rate for Medicare beneficiaries, the average length of stay has been declining over time. When the program began in 1967 the average length of stay under Medicare was 13.8 days. It remained at that level in 1968 (Figure 1 ) but then began a steady decline, reaching 10.9 days by 1977. As shown in Table 4 , length of stay declined for cases with and without surgery during this time period.
Traditionally, age has had a significant impact on average length of stay, the duration of the hospital stay rising more than 20 percent from the age group 65-66 years to the age group 85 years and over. Sex and race have had an impact also. The length of stay for women has averaged nearly one day longer than that for men, while the length of stay for non-white persons has averaged more than one day longer than that for white persons.
To determine if shifts in the composition of the population over time had an impact on changes in average length of stay, the 1977 average length of stay was standardized using the age, sex, and race composition of the population in 1967. The calculation adjusted the crude average length of stay only 0.2 days from 10.9 days to 10.7 days, reflecting the fact that length of stay declined for all age, sex and race groups.
Does the decline in average length of stay reflect merely a change in case mix or has case management or treatment practices changed? To answer this, it is necessary to look at specific conditions. Table 7 shows the average length of stay for selected common diagnoses and surgeries for 1970 and 1977 from NCHS data. The average stay for all conditions combined declined from 12.6 days to 11.1 days. Length of stay for each specific condition shown fell also. Cataract declined the most, decreasing more than 3 full days from 7.6 days in 1970 to 4.4 days in 1977. The average stay for all surgeries also fell, declining from 14.5 days in 1970 to 13.1 days in 1977. Length of stay for each specific surgery fell also. Complete tabulations indicate that length of stay generally declined for all conditions and surgeries. Does the decline in average length of stay reflect the fact that long staying cases have been curtailed through utilization review? Or has there been a general shortening of the duration of stay for all cases? To answer these questions, it is necessary to examine length of stay at different percentiles for specific conditions. Table 8 shows the mean length of stay for selected conditions and surgeries in 1972 and 1977 and the length of stay at the 10th, 25th, 50th, 75th and 90th percentiles of the distribution of cases ordered by length of stay. For most conditions and procedures shown, length of stay at the 75th and 90th percentile of the distribution was shorter in compared to 1972 in . For example, in 1972 percent of the cases hospitalized for Diabetes Mellitus stayed 25 days or less while the remaining 10 percent stayed more than 25 days. In 1977, 90 percent of the cases with that condition stayed only 22 days or less. But there was also a general shortening of length of stay for many conditions at the 25th and 50th percentiles between 1972 and 1977. For cataract patients, there was a shortening of the hospital stay by two days at the 75th percentile and by three days at the 90th percentile, and at the 50th and 25th percentiles by one day. Thus the data indicate that there has been a general decrease in long staying patients as well as a general shortening of stays for patients at all percentiles of the distribution for many conditions. Changes in case mix that have occurred over time as well as the general shortening of stays for most conditions have resulted in significant changes in the overall distribution of cases by length of stay intervals. Table 9 shows the distribution of discharges by length of stay intervals in 1967 and 1977 for all patients combined and according to whether the patient was discharged alive or dead. For all cases combined, there was a notable decline in the percentage of long-staying cases. In 1977, only 10.8 percent of all patients stayed more than 3 weeks while 17.3 percent of the patients were hospitalized that long in 1967. There was also an increase in the percentage of relatively short-staying patients. Of the total cases, 23.7 percent were discharged within 2-5 days in 1967 while 30.5 percent were discharged with that short of a stay in 1977.
The distribution of discharges for patients discharged dead is considerably different from the distribution for patients discharged alive. Of those discharged dead, a high percentage occur on the first day (20.0 percent in 1967 and 20.6 percent in 1977) . In fact, of the total cases discharged the first day, death accounts for more than 44 percent of the discharges in 1967 and 33 percent in 1977. A comparison of the distributions over time for patients discharged alive as well as for patients discharged dead shows that there was a decrease in the proportion of cases discharged after being hospitalized more than three weeks. The total number of patients discharged after three weeks declined from 875,000 in 1967 to 848,000 in 1977. This suggests that there has been some change in the management of chronically and terminally ill patients. Very likely such patients are more frequently discharged when they are stabilized and then admitted at a later stage.
Comparison of Trends for Persons Under Age 65
The trend in average length of stay for persons under age 65 years has also been downward. Data from NCHS show that between 1967 and 1977 average length of stay declined from 5.5 days to 4.2 days for the age group under 15 years, from 6.2 days to 5.3 days for the age group 15-44 and from 10.1 days to 8.5 days for the group 45-64 years of age. 
Trends in the Days of Care Rate
The number of days of care per 1,000 persons depends upon the discharge rate and the average length of stay. Because the discharge rate for Medicare patients has been rising over time while average length of stay has been declining at about the same pace, they have largely offset each other. Thus, the range in the rate of days of care has been relatively small over time, with the number of days of care per 1,000 enrollees moving up or down a little each year ( Figure 1 and Table 4 ) depending upon whether the rise in the discharge rate or the decline in the average length of stay was the more dominant factor.
On the basis of the count of days, the data indicate that Medicare beneficiaries used a little more in the way of days of care per 1,000 in 1977 (3,651 days) than they did in 1967 (3,575 days). Despite this fact, the Medicare population experienced considerably more hospital episodes in 1977 than it did in 1967. As shown by the trends in the user rate and the multiple stay rate, substantially more persons were hospitalized at least once and more than once in 1977 than was the case in 1967-and more were operated on. For example-because of the large decline in average length of stay for patients operated on for cataract-in the same number of days of hospital care twice as many patients could have been treated for cataract in 1977 as could be treated in 1967. It appears, moreover, from preliminary data for the years following 1977 that the upward trend in the discharge rate is continuing.
The next section focuses on regional variations in short-stay hospital utilization. It describes variations in the discharge rate and average length of stay and examines several variables in the regions in an attempt to explain these variations.
Regional Differences in Hospital Use
As noted earlier, differences in the four U.S. census regions 7 in average length of stay and in the rate of hospitalization have been puzzling to those concerned with the administration of the Medicare program. The overall patterns of hospital use in the regions are quite distinctive relative to each other, and each region's pattern has been notably consistent over the time period studied.
Regional Patterns in the Discharge Rate, Average Length of Stay, and Days of Care 8
The Northeast has been notable as the region having the highest average length of stay and the lowest discharge rate. It might be expected that these opposite tendencies would balance each other so that the rate of days of care in the Northeast would be near the U.S. average. In point of fact, the number of days of care per 1,000 Medicare enrollees in the Northeast was highest in the Nation in 1976 and 1977 and second highest in all previous years-because average length of stay is extremely long in the Northeast, relative to the other regions.
The pattern in the South is generally opposite to that of the Northeast. The South has had the highest discharge rate in the Nation but a relatively low average length of stay, resulting in a days of care rate at about the national average.
The West has been distinguished as the region with the lowest average length of stay and with a relatively low discharge rate. These low values combine to produce a rate of days of care per 1,000 Medicare enrollees in the West that is strikingly lower than the other three regions.
The pattern in the North Central region is generally opposite to that of the West. The discharge rate is relatively high and average length of stay is also relatively high. These high values combine to produce a rate of days of care that has been highest in the Nation every year except for 1976 and 1977. Figure 3 shows the discharge rate, average length of stay and the days of care rate in the four regions during the period 1967-77. The figure illustrates that the trend in each of the regions parallels the national trends with regard to each of the three utilization measures. The figure also shows that the relative position of the regions in each of these measures has remained nearly constant over time.
It should be noted that regional differences in average length of stay increased over time and were substantially more pronounced in 1977 than regional differences in the discharge rate. As shown in Table 10 , in 1967 the average length of stay in the Northeast (the highest region) was 36 percent greater than in the West (the lowest region); by 1977 average length of stay in the Northeast was 49 percent greater than in the West. The widening of the regional variation in average length of stay between 1967 and 1977 reflects the fact that of all the regions, the West, with the shortest average length of stay in 1967, exhibited the greatest percent decline in average length of stay. In contrast, the percent difference in the discharge rate between the South (the highest region) and the Northeast (the lowest region) decreased from 30 percent in 1967 to 22 percent in 1977.
As shown in Table 10 , differences increased between the highest and lowest regions in the rate of days of care in the period 1967 to 1977. Regional differences increased primarily because the rate in the West in 1977 fell to 24 percent below the U.S. average. In contrast, the rate in the Northeast was 9 percent above the U.S. average in 1977. Thus, beneficiaries enrolled in Medicare in the Northeast had a rate of days of care that was 43 percent greater than beneficiaries had in the West. The difference was almost as great for beneficiaries in the North Central region, where the rate was 40 percent greater than in the West.
Regional variations in the discharge rate, in average length of stay, and in days of care raise questions about the population-at-risk in the regions. Are the populations in the regions sufficiently different by age, sex, or race to explain regional differences in hospital use? The particularly wide variation in average length of stay raises a series of questions: Does case mix differ sufficiently by region to help explain regional differences in average length of stay? How does length of stay vary by region at specified percentiles? Do the regional variations in average length of stay that occur for the Medicare population also occur for the population under age 65? These questions are discussed next. To determine what impact differences in the demographic characteristics of the population have on the discharge rate and average length of stay, these variables were standardized. For each region, the expected value was computed using age-sex-race specific rates in 1977 for all areas combined and the region's own population composition (that is, the indirect method of standardization). Except for the South, the expected value for the discharge rate was very nearly that for the total population. In the South the expected value of the discharge rate was a little lower, reflecting the fact that non-white persons (proportionately higher in the South) have lower discharge rates than white persons. Consequently, the adjusted or standardized discharge rate in the Northeast, North Central and West is very nearly the same as its actual value while in the South the adjusted value rises a little from 367.7 to 373.4. Standardizing the length of stay had only the smallest effect, raising the average length of stay only 0.1 days in the Northeast and North Central regions, decreasing it 0.1 days in the West, and in the South there was no change (Table 12 ). On the basis of these calculations it appears that age, sex, and race differences in the composition of the population in the four U.S. census regions play only a minimal role in the observed regional variations. 
Regional Differences in Case Mix
Tests have been made to determine whether the large differences in average length of stay observed by census region and by State reflect differences in case mix. In one test we focused on Medicare hospital discharge data from two extremely different States: California and New York. In 1972 the average length of stay for Medicare patients in California was 10 days while in New York the average stay was 16 days. New York's average length of stay was adjusted by using the same diagnostic case mix as experienced in California along with New York's actual length of stay for each specific condition. The adjustment had an insignificant effect, lowering New York's average length of stay by only 0.1 days. On the basis of this test and similar tests for other areas it appears that differences in case mix have little effect (if any) in the regional differences in length of stay. Rather, the data indicate that average length of stay varies by region because of actual differences in length of stay for the same type of case, as discussed next. Table 13 shows the mean length of stay for three common diagnoses-pneumonia, cataract and fracture of neck of femur, closed-for three age groups, and according to whether there was a single or multiple diagnoses. It can be observed that for each condition average length of stay is longer in the age group 75-84 compared to 65-74, although sometimes shorter for the age group 85 and over-perhaps reflecting (for pneumonia) a higher proportion of stays ending by death. As shown, average length of stay is greater if there are multiple diagnoses also. In nearly every case, however, the average length of stay is longest in the Northeast, shortest in the West with the other two regions occupying their usual position in between. Tabulations for many other conditions and for other years show the same results, that is, length of stay is generally longest in the Northeast, followed by the North Central region, the South, and the West. 
Regional Differences in Length of Stay at Selected Percentiles
To shed some light on regional differences in length of stay it is helpful to examine length of stay at different percentiles for specific conditions by region. Table 14 shows the mean length of stay and the length of stay at specific percentiles, by region, for the same conditions and surgeries shown for the U.S. in Table 8 . For nearly every condition and surgery, average length of stay was longest in the Northeast, followed by the North Central region, the South and the West. Length of stay at the 75th and the 90th percentiles was nearly always longest in the Northeast region, shortest in the West with the other two regions in positions in between. This indicates that long staying cases are more frequent in the Northeast and North Central regions. But length of stay at the 25th and 50th percentiles also varies by region and in the same pattern as shown at the 75th and 90th percentiles. Thus, the data indicate that length of stay varies regionally because of differences in long staying cases and because there is also a general shortening of the duration of the hospital stay for all patients in the West and the South.
Regional Differences in Average Length of Stay for the Population Under Age 65
Data collected by NCHS for the entire population indicate that the length of stay has been longer for all age groups in the Northeast region followed by the North Central region, the South and the West. In 1977 for example, the average length of stay for the group under 15 years of age was 4.5 days in the Northeast, 4.3 days in the North Central region, 4.1 days in the South and 3.7 days in the West. For the group 15-44 years of age the figures were 5.8 days, 5.7, 5.0, and 4.6 for the same regions; and for the age group 45-64 years of age the figures were 9.9 days, 8.9, 8.0 and 6.8 in that order. These relationships by region and by age group held true in 1967 and in 1972.
On the basis of the data thus far it appears that there are factors in the regions other than the characteristics of the population (or their medical conditions) that influence regional variations in hospital use. This subject is examined next, using a multi-variate approach. Multiple regression is a useful technique for addressing a problem in which there are many possible factors influencing a selected variable under study. In this case, hospital utilization, as measured by average length of stay or the discharge rate, is viewed as a function of the characteristics of the population-at-risk (that is, demand) in the regions, and other factors, including the supply of medical resources in an area and the physical or structural setting in which the population resides. Regression analysis is used here to test for the effect of certain independent variables on utilization and to test for the effect of "region" on utilization, independent of demand, supply, and structural characteristics.
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Certain aspects of regression analysis make comparisons with the findings from previous regression studies difficult. First, the unit of analysis varies among studies. Regression studies can be done on individuals, hospitals, and geographic areas (HSAs, PSROs, States, etc). It is important to note that the unit of analysis can affect the expected relationship among the variables. For example, age in years may be an important determinant of use for individuals but age as an aggregate measure (median age or percent aged 75 and over) may not be predictive of hospital use in defined areas. The appropriateness of certain variables also varies by unit of analysis. Hospital size can be important when examining differences among hospitals but may become less useful when examining regional variations in use.
Second, the dependent variables are often defined somewhat differently among studies. This analysis is concerned with hospital utilization by aged Medicare beneficiaries. Many other studies have examined use by the entire population or by other age subgroups. For some variables this does not affect the hypothesized relationships. It is expected, for example, that increases in bed supply will be associated with increases in Medicare utilization, a relationship found in studies of the general population. Other variables are not appropriate for an analysis of Medicare utilization. Hospital insurance coverage, for example, would not be predictive since there is near universal Medicare coverage.
A third area involves data and measurements of the variables. The validity and reliability of the data varies from study to study. The measurement of variables also is not constant among studies. Socio-economic status can be measured as per capita income, percent of households below the poverty level, percent unemployed or percent of adults with a high school or college education, to name a few. Beds can be defined in different ways such as all short-term hospital beds or beds in general hospitals.
Fourth, model specification will vary from study to study. The decision to include or exclude variables is determined not only by the predictive value of the variables but availability of the data and by the intent of the study. For example, in the evaluation of the PSRO program a base year utilization rate was included as an independent variable in the regression to assess the change in utilization over time rather than the variation in utilization at a point in time (HCFA, 1980) . In the analysis presented here regional "dummy" variables are included to test for a regional effect after controlling for other relevant variables. Many studies will not include regional dummy variables because they have no explanatory relevance per se.
Model
Two models were specified in this analysis. The first relates the average length of stay for Medicare beneficiaries in 1979 to a number of demographic and other variables. The second relates the discharge rate for Medicare beneficiaries in that year to these same variables. The unit of analysis is the Professional Standards Review Organization area.
11
The demographic variables known to impact on average length of stay and the discharge rate are age, sex and race. Specifically, given historical patterns discussed earlier in this chapter, it is expected that an increase in the percent of Medicare enrollees who are 75 years of age and over will increase both average length of stay and the discharge rate; an increase in the percent of Medicare enrollees who are female will increase average length of stay, but decrease the discharge rate; and an increase in the percent of non-white Medicare enrollees will increase average length of stay, but decrease the discharge rate.
The supply and structural variables expected to affect Medicare utilization are the short-stay hospital bed supply, nursing home bed supply, physician supply, population density and occupancy rate. The hypothesized relationships are as listed below.
(1) An increase in the short-stay bed supply will increase both average length of stay and the discharge rate. This is a test of the Roemer effect (that is, the existence of available beds creates a demand to fill those beds).
(2) An increase in the nursing home bed supply will decrease average length of stay in short-stay hospitals but have no effect on the discharge rate. This hypothesis is predicated on the assumption that there is an insufficient supply of nursing home beds for Medicare beneficiaries in some areas and, thus, there will be an extension in length of stay for some patients waiting for beds in nursing homes. 11 The PSRO area was selected as the unit of analysis because of an existing file containing variables of interest by PSRO area. In 1979 there were 195 PSRO areas in the United States. Eight Los Angeles PSRO areas were combined into one PSRO area and five Massachusetts PSRO areas were combined into one PSRO area in order to calculate rates. Rates used in this analysis are provider-based and take into account the flow of patients in and out of the PSRO area for services. (For a description of the methodology used to create provider-based rates see Deacon, et al, 1979) .
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(3) An increase in the supply of physicians will increase the discharge rate but not the average length of stay. Physicians largely determine the care that patients receive, particularly the decision to hospitalize. Therefore, all other things being equal, it is hypothesized that where there are more physicians there will be more decisions to hospitalize patients.
(4) An increase in population density will increase average length of stay and decrease the discharge rate. This is based on observed utilization differences by Medicare beneficiaries in Standard Metropolitan Statistical Areas (SMSA) and non-SMSA areas.
(5) Finally, it is expected that an increase in the occupancy rate will increase both average length of stay and the discharge rate. To a great extent, hospital revenues are dependent upon maintaining a sufficiently high occupancy rate. It is expected, therefore, that hospitals will encourage longer lengths of stay and/or increased admissions as necessary to maintain a desired occupancy rate and that physicians will be responsive to these pressures.
It could be argued that using occupancy to predict average lengths of stay and discharge rates represents a tautology. After all, occupancy is another utilization measure and it would seem that, by definition, average length of stay and discharges would have to rise with increases in occupancy. However, Medicare patients represent only one-third of all hospital discharges. Medicare use could actually be lower in areas with high occupancy rates if a larger than average share of resources were allocated to other patients. Further, total days (that is, occupancy) are the product of discharges and average length of stay. It is an empirical question as to whether average length of stay or discharges are more directly affected by the occupancy rate. The specific independent variables selected were: In addition, three dummy variables which take a value of zero or 1 were added to model the regional differences. The West serves as the comparison area. Therefore, each dummy variable measures the difference between one of the three remaining regions and the West, as will be shown later.
The two models developed for this analysis were tested using the discharge rate and average length of stay for Medicare enrollees aged 65 years of age and over, by PSRO area, in 1979 . Medicare data were also used for the demographic variables. The supply and structural variables data were obtained from the Area Resource File 12 using data for the latest available year. Table 15 shows the mean value in each census region and the range of values of the independent variables in the PSRO areas. The percent of Medicare enrollees who were 75 years of age and over did not vary greatly across census regions (39.1 percent to 41.9 percent).
At the PSRO level, the range was from 31.1 percent to 46.7 percent. Similarly, at the regional level the percent of Medicare enrollees who were female was relatively constant, with all regions having approximately 60 percent female. Across PSRO areas, the range was from 48.4 percent to 64.1 percent. Race varied significantly across census regions and PSRO areas. Fourteen percent of aged Medicare beneficiaries in the South were non-white, whereas only 5 to 7 percent were non-white in the other three census regions. Across PSRO areas the range was quite large, with a low in some areas of less than one percent non-white to a high of nearly 71 percent non-white.
The supply of short-stay hospital beds was lowest in the Northeast (40.1 beds per 1,000 Medicare enrollees) and highest in the North Central region (48.5 beds per 1,000 Medicare enrollees). The nursing home bed supply was also lowest in the Northeast (40.7 beds per 1,000 Medicare enrollees) and highest in the North Central region (57.3 beds per 1,000 Medicare enrollees). Physician ratios were lowest in the North Central and South regions (12.1 physicians per 1,000 Medicare enrollees, and highest in the West (17.4 physicians per 1,000 Medicare enrollees). Occupancy rates vary substantially across regions as well. Occupancy rates were about 81 percent in the Northeast, 74 percent and 72 percent in the North Central and South regions, respectively, and lowest in the West at 67 percent. Across PSRO areas the range in occupancy was from 55 percent to 88 percent. Finally, population density (as measured by the percent of the total population living in SMSAs) was highest in the Northeast and West regions (84.4 percent and 80.8 percent, respectively) and lowest in the South (64.4 percent). In each census region population density by PSRO ranged from completely rural (no SMSAs in PSRO area) to completely urban (100 percent living in SMSAs). Table 16 shows the mean value of the dependent variables in the census regions and the range of values in the PSRO areas in 1979. Length of stay in the Northeast averaged 13.1 days or 51 percent greater than in the West. The discharge rate averaged 381 discharges per 1,000 Medicare enrollees in the South or 20 percent greater than in the Northeast. These regional variations are consistent with the trends shown in Table 10 , that is, regional differences in average length of stay are widening while regional differences in the discharge rate are declining.
It is important to observe that the discharge rate and average length of stay vary considerably within regions. Table 16 shows the highest and lowest values in the PSRO areas within each region. The Table also shows the semi-interquartile range which gives the value of these variables at the 75th and 25th percentiles when PSRO areas are ordered from highest to lowest on these variables.
Figures 4-6 show regional variations, and within region variations in the discharge rate, average length of stay and the days of care rate in 1974 and 1979. These Figures also illustrate the trends over time in these variables.
Results
The results of the regression analysis are summarized in Table 17 . The correlation matrix is shown in Table 18 . The regression coefficients for all independent variables are presented for both the average length of stay and the discharge rate equations. T-values are in parentheses; in a sample of this size values greater than 1.98 are significant at the .05 confidence level. The R 2 values for the average length of stay and discharge rate regressions were .83 and .60, respectively, indicating that the models were fairly good in explaining utilization rates. Most of the relationships postulated in the model specification were supported by the empirical data. There were, however, two notable exceptions. Occupancy, while strongly associated with increased average length of stay (ALOS), was negatively associated with the discharge rate. It would appear then that where overall occupancy levels are high, fewer Medicare patients are admitted, although the length of stay for those who are admitted tends to be longer. The second unexpected finding was the negative relationship between the physician-population ratio and the discharge rate. It was hypothesized that since physicians are largely responsible for most admissions, increases in physicians would be associated with higher discharge rates. Just the opposite was shown. It could be that this is an example of a substitution effect. That is by providing outpatient services, physicians represent an alternative to hospitalization and thus the discharge rate is lower where there are greater numbers of physicians.
The dummy variable coefficients show that even controlling for various demographic, supply, and structural variables, part of the regional variation still exists. The coefficient for the Northeast dummy variable in the equation for average length of stay was 1.9. Because this variable takes on the value of zero or one, the coefficient can be interpreted as the difference in the average length of stay between the Northeast and West regions, controlling for all other variables. Thus, there is a 1.9 day difference in average length of stay between the two regions which is attributed to the variable "region." Table 16 shows that the absolute difference in ALOS between the Northeast and West regions was 4.4 days (13.1 days and 8.7 days, respectively). Similarly, the observed difference in the discharge rate between the South and West regions was 50 discharges/1,000 Medicare enrollees. The The regression analysis, therefore, is partially successful in explaining interregional differences in Medicare Utilization rates. That is, demographic, supply, and structural characteristics vary by region and these differences are associated with varying rates of use. Nevertheless, some part of the regional differences persist. Generally, these are referred to as differences in "practice patterns." The nature of these practice patterns and their implications have yet to be determined. 
Regional Variations in Medicare Reimbursements
The final line of inquiry that this chapter will pursue is the examination of Medicare reimbursements by region. It is important to observe that regional variations in reimbursements per enrollee for inpatient care do not correspond to the regional variations found in days of care per 1,000 enrollees. According to the data shown in Table  10 , in 1977, the Northeast and West are the extremes in the use of days of care per 1,000 enrollees, with the rate of days of care in the Northeast (4,017 days) registering 43 percent greater than the rate in the West (2,816 days). As shown in Table 19 , Medicare reimbursements per enrollee for inpatient care were much closer in these two regions. Reimbursements in 1977 in the Northeast averaged $615 or only 8 percent greater than in the West ($568). Since reimbursements in the West for Part B are greater than in the Northeast, total reimbursements (Part A and Part B combined) per enrollee are even closer-$874 in the Northeast or only 3 percent greater than in the West ($848).
Another disparity between the data in Tables 10 and 19 is that the North Central region-which has been distinguished as having a high rate of days of care-falls close to the national average in inpatient reimbursements and in total reimbursements. It is also interesting to observe that differences between the highest and lowest regions in reimbursements for inpatient hospital care (31 percent) is considerably less than the difference found in the rate of days of care (43 percent) and that although the Northeast region ranks highest in both these measures, the region that ranks lowest in days of care (the West) is not -the same as the region that ranks lowest in reimbursements for inpatient hospital care (the South). The explanation for the reversals in regional standing between hospital utilization and reimbursements is no doubt connected to many of the complex factors involved in the costs of hospital care: wage and price levels, the use of ancillary services, the spread of medical technology and other factors. Table 20 illustrates further that the relationship between Medicare reimbursements and hospital utilization-in particular, days of care per 1,000 enrollees-is very complex. The table provides hospital utilization data for those States where the combined Part A and Part B reimbursements in 1977 were 10 percent or more above the U.S. average and those States where combined reimbursements were 20 percent or more below the U.S. average.
Many of the States with the lowest Medicare reimbursements had higher than average rates of days of care: West Virginia, Mississippi, Kentucky, Arkansas, Tennessee, Louisiana, South Dakota, and Alabama. Conversely, many of the States and the District of Columbia with the highest Medicare reimbursements, had lower than average rates of days of care: Alaska, District of Columbia, California, Maryland, and Nevada.
New York and California provide a striking contrast. In 1977, the rate of days of care in New York (4,308 per 1,000) was 53 percent greater than in California (2,810 per 1,000). On the other hand, the two States were very close in average reimbursements per enrollee-$974 in California and $972 in New York-no doubt explained, in part, by the differences in average per diem hospital charges, as shown in the last column of Table 20 . 
Conclusions
The most significant fact Medicare data show is that the discharge rate has risen substantially for the aged population since Medicare began and continues to rise. The increasing discharge rate raises the question as to why the aged (more so than younger persons) are experiencing an increased rate of hospitalization.
Perhaps the greater increase in hospitalization among the aged population compared with younger age groups reflects their higher morbidity and, hence, a greater opportunity to intervene with the many recent technological innovations such as insertion of pacemakers, lens implantation following surgery for cataract patients, and radiologic therapies for cancer patients. This factor, coupled with the near universal insurance coverage of the aged compared to a lesser level of coverage for other age groups, may underlie the observed trends in the rate of hospitalization. Clearly, the rising medical and surgical rates for the aged need to be examined in-depth to determine their appropriateness and their impact not only on mortality but on morbidity and quality of life. To do this, more precise data is needed about specific conditions and procedures to study the risks and benefits of hospital treatment.
Another very important fact Medicare data illustrate is that no one utilization statistic is adequate for supplying information for the many current policy issues. If the concern is the event of hospitalization itself, that is, hospitalization for medical or surgical intervention, then the discharge rate is the issue on which to focus. As the data presented here show, the length of stay or the rate of days of care can decline over time or be relatively low in one region compared to other regions while admission rates move independently.
Medicare data show also that there are relatively large differences in hospital discharge rates, in length of stay and in days of care between census regions and within census regions. Very likely, differences between regions and within regions reflect some underlying factors that cannot change or that are not likely to change quickly such as population density. In densely populated areas there are alternatives to inpatient hospital care which may not exist in sparsely populated areas. Very likely, also, there are regional and local traditions or "style" in medical practice with regard to whether or not patients will be admitted or how long the patient should be hospitalized. International comparisons nearly always show that there are substantial differences in patterns of care. For example, average length of stay in France and Canada is longer than in the United States. There is no documentation thus far to determine which (if any) of these patterns are more appropriate.
The experience with Medicare hospital utilization also shows that while the number of days of care per capita can differ substantially the costs of care per capita can be nearly equal. This means that the average cost of a patient day can vary substantially. New York and California utilization data present an interesting case in point. In these two States the discharge rates for Medicare patients are similar, but length of stay in New York is substantially longer. Yet, total Medicare reimbursements are similar in both States. Evidently, there are variations in the unit costs of services or in the quantity or quality or style of care provided that affect the cost of a day of care. Perhaps one or more of these factors would explain the shorter hospital stay, but greater costs per patient day in California. Data need to be generated to study this question, and, more generally, whether there are regional patterns in a patient day of care with regard to the intensity of use of customary services, technology diffusion and the use of personnel.
Finally, these data indicate that if the concern is primarily monetary, perhaps regional variations in per capita reimbursements should be the issue on which to focus rather than the length of stay or days of care. By this measure disparities by State are substantial. In 1977, total Medicare reimbursements per enrollee were more than 25 percent above the U.S. average in Massachusetts, New York, the District of Columbia, Alaska and California and more than 25 percent below the U.S. average in North Carolina, South Carolina, West Virginia, Kentucky, Mississippi, Arkansas, Utah, and Wyoming.
Faced with scarce resources and the general concern to halt the growing proportion of the gross national product that health care expenditures consume, disparities by area in per capita spending for health care need to be examined more closely. Such disparities raise questions about whether these variations have an impact on health status and about equity in the use of resources.
